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B ULLETIN
of the CIVIL AVIATION MEDICAL ASSOCIATION
SUMMER 1993

CONGRESS PROPOSES CHARGE
FOR AME DESIGNATION * *
CAMA has learned that the House
Public Works and Transportation
Committee of the US Congress intends to impose a fee for the privilege of performing FAA medical
examinations. This is in keeping
with the "user fee" philosophy.
Anyone who needs a particular government service or authorization;
i.e. is a "user," must pay for it rather
than asking all taxpayers to fund it.
The initial fee was proposed to be
$1,000 a year.
FAA medical officials are privately
dismayed about what this may do to
the AME corps. Consequently,
they've voiced their concerns to

congressional committee staffers. In
turn, the staffers' response has been
to suggest a lower fee; i. e. a $500
annual registration charge for each
AME. It is obvious that congress
does not understand the economics
of AME work.
A handful AME's—perhaps 2
dozen or so—perform FAA medical
examinations as the major portion
of their practices. Half of that two
dozen do little else. The overwhelming majority performs AME work
more as a labor of love than anything else. Many AME's are pilots
themselves, and enjoy a break from
the rest of their work when seeing
relatively healthy aviators. Almost

without exception, AME work is
financially unrewarding for them;
An FAA examination takes more of
their time than regular patients, and
the fees such an examination brings
in are considerably less than they
would have earned in the same period seeing their usual patients.
As an example, lets consider Dr.
Jones, a fairly typical AME who does
about 20 FAA examinations each
year. He charges $50 for each. This
means that he earns about $ 1,000 a
year for his AME work. His office
overhead runs about 50% of his
gross, also a fairly typical figure.
Thus when his office overhead has
been subtracted along with his congressional "license fee," he's earned
nothing at all from his AME work.
On the other hand, had he seen

continued on page 5

NOBEL LAUREATE BETTY WILLIAMS
TO SPEAK AT CAMA MEETING
In August of 1976, British soldiers in Belfast, Northern Ireland, shot and killed an IRA
solider whose car in turn ran amok and killed three young children. Shocked and
outraged by these senseless deaths, Betty Williams and Mairead Corrigan (the children's
aunt) knocked on doors and organized what promptly grew into a 10,000 woman
parade to deplore the violence. In turn, this rapidly escalated into an international
peace movement called the" Community of Peace People," or more simply, "The Peace
People."
In December of 1977, she was awarded the Nobel Peace Prize, the first woman to
receive a Nobel Prize in more than a decade. Since that time, she has remained a major
force in the world-wide peace movement, has been honored internationally, and has
helped to raise substantial sums of money for trust funds for war orphans. Most
CAMA Headquarters • P.O. Box 23864 • Oklahoma City, OK 73123 3864
. (405) 840-0199 • FAX (405) 848-1053
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CAMA is one of 15 organizations affiliated to the Aerospace Medical Association. At the Annual ASMA meeting in
Toronto, Canada, May 23-27, 1993, as
your President, I presented a report at a
meeting of the Council.
It was an opportunity to compare our
progress during the past year with that
of the other Affiliates as well as the nine
Constituent Organizations.
We have every reason to be proud but
cannot afford to rest on our laurels as
there is still much to be done.

Steven V.A. Blizzard, B.Sc.,
M.D., D. Av. Med.

Our membership drive is still on, and until we have 1,000 active
members, the voice of CAMA will still be somewhat mute.
In this regard there's a role for everyone of us, especially as we're not
afraid to speak out on important and sometimes controversial issues.
At the ASMA Honours Night Banquet it was my pleasure and privilege
to present the John Tamisiea Aware to Dr. Robin Dodge, CAMA Vice
President for Education. I worked very closely with Robin when he was
Deputy Director of Civil Aviation Medicine in Canada, prior to his
going to Wright State where he is now the Associate Director of the
Aerospace Medicine Residency program.
He certainly was Canada's loss. Robin's citation reads: "For his contribution to medical certification considerations with respect to enhancing aviation medical examiner evaluation, post-graduate medical
education, and studies of long-term health outcomes of civilpilots who
have been previously medically disqualified."
I have first-hand knowledge of Robin Is work, can't think of one more
deserving, and offer congratulations on behalf of the CAMA membership.
October will soon be here and with it our Annual Scientific Meeting.
Every effort is being made to surpass lastyear's program which was an
excellent one.
I have seen a preview of the work of the Scientific Program Committee
and urge everyone not to miss this meeting.
The topics are current, and on the social side there is something for
everyone.
We lookforward to seeingyou then in Oklahoma City.
Sincerely

S. Blizzard, M.D., D.Av. Med.
President

AEROMEDICAL CERTIFICATION PROBLEM #2:
WHAT WOULD YOU DO? * * » * *
(The following is based on an actual case from FAA certification
files. - Ed.)
The Applicant
A 68 year old private pilot appears at your office to apply for a Class
III medical certificate. He had been flying regularly until about 6 months
ago when a routine health screen discovered a prostatic nodule. In
layman's terms, he describes a transrectal needle biopsy which he
further tells you showed a prostate cancer. He says his doctors told him
that everything came out well following surgery, and he's been cured.
The applicant did say that just to be on the safe side, he had radiation
treatment of his lower abdomen. He had some anal irritation—though he
put in it more colorful terms—and some diarrhea. Both stopped when he
completed his radiation. He feels fine and is in a hurry to get back flying.
Your Examination
This man is a lean and fit individual who looks younger than his stated
age. He is quite presbyopic of course. He also has a noise induced
hearing loss of 10-15 db in each ear up to 4,000 Hz, and a large deficit
above that. You note the healed suprapubic scar which is still slightly
red. You cannot palpate his liver. Other findings are within normal
limits. What now doctor?
Your Decisions
1. Issue this applicant a medical certificate; or
2. Send him to his urologist for additional tests; or
3. Request that he obtain additional information from his doctors; or
4. Tell him that he can no longer fly because of his marked highfrequency hearing loss; or
5. Tell him that the risk of metastatic disease is too high for him to
return to flying.
You decide to ask him for a report from his treating physicians and for
a copy of the hospital report. The reports indicate an adenocarcinoma,
for which he had a radical suprapubic prostatectomy with a node
dissection. The slides confirmed a moderately differentiated
adenocarcinoma which involved one seminal vesicle. Twenty nodes
were reported as negative. The report is consistent with Stage C disease
and the urologist feels that the prognosis is good.
The applicant had external beam pelvic radiation. As he told you, he
had only a mild proctitis and diarrhea. Both promptly subsided upon
completion of the radiation. His last radiation treatment was completed
three months ago.
What else, if anything, might you need for certification?
6. Nothing. He's completed treatment and is doing well.
7. A chest Xray.
8. A diagnostic audiogram.
9. A bone scan.
10. A pelvic CT scan.
11. A current refraction.
12. Serum PSA levels.
If you decide to have a colleague examine him, who would you
request?
13- An oncologist to see if he needs chemotherapy.

FAA CANCELS
MEDICAL REVIEW
OFFICER
SEMINARS
In a move which surprised
observers, the FAA just announced that it has canceled
all remaining medical review
officer (MRO) seminars for this
fiscal year. The most recent
schedule listed meetings in
Durham, N.C., San Francisco,
and Chicago. The cancellation
isunfort u nate because
the FAA
seminars
were wellorganized
and were
rated a "best
buy." While
no official
reason was
given, the
cancellation
was probably the result of a budget
crunch. It is not known if
MRO seminars will be scheduled for Fiscal Year 1994 which
begins on 1 October of this
year.

14. An otolaryngologist about
his hearing.
15. An ophthalmologist about
his presbyopia.
16. A urologist to check his previous surgery.
17. A radiologist to see if his
radiation was satisfactory.
FAA Disposition
18. What do you think the FAA
did with this case?
See page 12 for the answers and a
discussion.

EDITORIAL: ONE MORE HASSLE

THE ASSOCIATION
OF AVIATION
MEDICAL
EXAMINERS
In the series concerning
J^yM/Y^
various asfjL^Y&t
sociations
^SUfmB
around the
world, we
did not print details of the above
British organization. It is open
to all who are interested in aviation medicine although voting
is restricted to designated
AME's from any country. It
sponsors a week end meeting,
normally in April in the UK,
although the 1994 meeting will
be held in Amsterdam. Annual
dues are £20. Those interested
should contact the secretary as
follows:

I

Dr Suniel Minocha
"Shiraz"
Batteras Hill Road
HILLHAM LS25 5HD

England
CAMA is indebted to Dr.
Graeme Cameron of Basel,
Switzerland for the above information.

Aviation Medical Examiners are in
for a double whammy. The proposed
annual registration fee and the hefty
charge to attend mandatory FAA triennial seminars are two more significant expenses now looming on the
horizon. These are in addition to the myriad of other hassles we can
expect from our government. Laboratory inspectors, Department of
Labor investigators, Medicare and Medicaid reviewers, and others are
descending on hapless physician's offices in droves. In fact, the unemployment problem is well on its way to solution simply by dint of the
number of government functionaries now looking over doctors' shoulder. Patients have become almost secondary to the continuous parade of
minor officials in and out of private offices.
The number of regulations which impacts physicians is daunting. No
one can be expected to know and understand them all. Yet the multitude
of inspectors smothering the private physician can always find some
obscure rule or other which the besieged doctor has overlooked, and
which then supposedly justifies more inspections. Where will it all end?
Unfortunately, one end will be the retirement of some of our senior
and most experienced physician-AME's. They're positioned to retire,
and continue practicing only because they enjoy it and genuinely like
seeing patients. The real loser will be the patients. We do need an
overhaul of our health care system, but it should start with a complete
review of all the various inspections and regulations physicians are
expected to meet. Let's hope our government will see the light before
it's too late!

HINSON NOMINATED TO HEAD FAA
A
"f
^ft t^fc
^^j^B
•I ^F
fl •

In mid May, President Clinton nominated David R. Hinson
for the post of FAA Administrator. If confirmed, he will
become the first non-military administrator for some
years—most recent administrators have been recently
retired Navy Admirals or Air Force Generals. Moreover,
Hinson has a long history of experience in civilian aviation
positions. He is presently with McDonnell Douglas Air• • craft, and has prior experience as Chairman and Chief
[ • Executive Officer of Midway Airlines. Prior to that, he
B headed a fixed base operation on the West Coast and
m • Alaska which held a Beechcraft dealership.
& ^%
The new administrator-designate is a former Naval
aviator turned airline pilot with more than 9,000 hours in his logs. He
holds type ratings in many popular airline jets. He is also well trained
in business as a graduate of the University of Washington and the
Stanford Graduate School of Business.
CAMA is pleased to see someone from civilian ranks head the
nation's civilian aviation administration. We look forward to working
with him on the many vexing problems confronting civil aviation
medicine.

Congress Proposes
continued from page 1
private patients during that time at
an office visit fee of—say $35 each—
a low fee indeed in many parts of
the country, he would have grossed
about $1,400. (A "typical" office
visit takes only half as long as an
AME examination so that the physician can see twice as many regular
patients.) His net would be $700. A
$700 disincentive is a large penalty
to pay for the privilege of being an
AME!
The FAA has a mission to maintain AME access for pilots in the
USA and elsewhere. The congress
intends no exclusion for FAA examiners outside the USA. For those,
the financial disincentive may be
even larger. The FAA is therefore
rightly concerned that many examiners may simply drop their authorizations rather than pay significant
fees to maintain such a designation.
In turn, AME access may become
extremely limited outside of metropolitan locations where large numbers of airline pilots are based. The
end result is a disservice to pilots
who will have no choice other than
to travel long distances to pay increased charges for an FAA medical
examination.
The same committee also proposed license fees on all private
aircraft which range from $40 to
$2,000 annually. In addition, each
time an aircraft registration is
changed, the fee would be $200.
Last, all pilots would be charged a
$ 12 triennial fee just to hold a pilot's
certificate. The bottom line of all
these license fees is sure to be another substantial increase in the cost
of flying.
CAMA intends to fight this proposal vigorously. But your leaders

cannot do it alone. It will take all of ter.) Most of all, please remember
us working together to have an in- to renew your CAMA membership
fluence with the congress. Please and encourage our colleagues who
write to your congressmen to let not yet members to join us in this
them know your thoughts about critical period. Together we have a
this matter. (CAMA headquarters chance. If not, we'll see one more
will appreciate a copy of your let- nail in the coffin of private aviation.

CIVIL AVIATION MEDICAL
ASSOCIATION

Corporate and Sustaining Members
The financial resources of individual members alone cannot
sustain the Association's pursuit of its broad goals and objectives. Its
forty-five year history is documented by innumerable contributions
toward aviation health and safety that have become daily expectations by the world's flying population. Support from private and
industrial sources is essential for CAMA to provide one of its
important functions, that of education. The following support
CAMA through Corporate and Sustaining Memberships:
John H. Boyd, D.O.
Stereo Optical Company, Inc.
M. Young Stokes, III, M.D.
Albert Vander Waag, Jr., M.D.
Donald W. Weber
Vision Tester Specialist
Stereo Optical Co. Inc.
CAMA Corporate
Memeber

Betty Williams
continued from page 1
recently, she founded the Global Children's Studies Center in Huntsville, Tx.
Ms. Williams has agreed to speak at the October CAMA meeting in
Oklahoma City. CAMA is honored to have this distinguished
humanitarian appear at the fall symposium. CAMA members will not
want to miss this unusual opportunity.

LETTERS TO THE EDITOR
The specter of a hefty annual fee (tax?) to keep one's designation is already floating through the
corridors of Capitol Hill. Currently, AME' s take time from their practice and pay all expenses to comply
with refresher seminars. Now, they would be assessed an additional, significant sum of money to
attend these required meetings. The average examiner doesn't gross, from all flight physicals, an
amount equal to the dollars the government wants to impose on AME's. These levies would devastate
the entire program. A massive exodus of AME's should be an expected outcome. Three other results
are a certainty: loss of convenience and increased costs to flyers; excessive power by a few AME's over
airmen; less revenue to government in the long haul. We've seen an enemy camp called "them." Now,
like "Pogo," let's meet an enemy and realize "they is us."
Halford R. Conwell, M.D.
Huntsville, Texas USA
(Tor additional information about Dr. Conwell's concerns, see "Congress Proposes Charge for AME
Designation" Paee 1. and "FAA Inspector General Pushes Charge for Seminars" See below - Ed.)
Kicks are commoner than Ha'pence so I would like you to know that I think the latest edition (of
the CAMA Bulletin) just received is quite the best in information and instruction.
W. John Street, M.D
Milton Keynes ENGLAND
(Many thanks Dr. Street. We've gotten our share of kicks lately, and it's nice to have a kudo now and
then. - Ed.)

FAA INSPECTOR GENERAL PUSHES CHARGE FOR SEMINARS
The FAA inspector general has
begun to pressure the Office of
Aviation Medicine to charge aviation medical examiners to attend
AME seminars. In addition to a
seminar at Oklahoma City prior
to initial designation, each AME is
required to attend a recurrent
seminar at least once every three
years. These three day seminars
are held at various times and locations around the USA and at times
in conjunction with a CAMA or
Aerospace Medical Association
meeting at non-USA locations.
The proposed charge has been
rumored to be $600; that is, $200
for each day of a typical seminar
program. While this proposal
comes from within the FAA, it is
in line with the "user charge"
program taking place throughout the federal government (See

"Congress Proposes Charge for
AME Designation" Page 1).
Unfortunately, there is already
a precedent. Beginning on 17
May of this year, all designated
pilot flight test examiners, mechanic examiners, mechanics
with inspection authorization,
designated written test examiners and other non-FAA employees who administer various tests
or perform various engineering
functions for the FAA will be required to pay to attend their required recurrent training seminars. Of interest is the fee schedule. Each seminar is $60 for one
day, $ 120 for a two day seminar,
etc.
The difference in daily fees is
quite large, and probably involves
faculty costs. Most of the previous seminars are taught by full-

time FAA employees. The AME
seminars however, have faculties which are about half and
half. That is, half are FAA physicians, and half are visiting
physicians from private medicine.
Outside faculty members are
paid a nominal fee and expenses for their service. The
net result is a more expensive
seminar than one taught entirely by in-house officials.
Best Guess: Some fee structure will be imposed for AME
seminar attendance. To paraphrase the old joke about the
woman who said that she'd
commit adultery for a million
dollars, butnotforten, "We've
settled the principle. Now
we're only negotiating the
cost."

NEWS OF MEMBERS
CAMA Board of Directors member H. Stacy Vereen, M.D. of Doraville, GA was the author of a recent
article which appeared in The AOPA Pilot. Dr. Vereen's article dealt in some detail with the problem of
prescription medicines and over-the-counter drugs as they relate to use by active pilots.
CAMA member William Henry Krass, D.O. of Bedford, TX has the distinction of performing the most
aviation medical examinations by any AME for 1992. Dr. Krass, very active in the Aeromedical Certification
Subsystem (AMCS), the FAA's computerized examination project, performed 3,875 exams for the calendar year.
Bedford is a small suburb in the DFW area located next to the massive DFW airport. DFW is the major pilot base
of American Airlines, and is a large hub for Delta airlines as well.

From left to right

Another CAMA Board of Directors member, Robin E. Dodge, M.D.
of Centerville, Ohio has won the John A. Tamisea Award for 1993. This
award is sponsored by CAMA, but the winner is actually chosen by the
Aerospace Medical Association (AsMA). The award was presented at the
annual AsMA scientific meeting held in Toronto, Canada in late May. It is
given for outstanding contributions to the general aviation field. Previous
CAMA members who have been winners include Luis Amezcua-G, M.D.,
Silvio Finkelstein, M.D., D. Owen Coons, M.D., James L. Harris, M.Ed.,
Robert L. Wick Jr., M.D., Marion C. Wagnon, M.D., and Robert S. Poole,
M.D..

Spurgeon H. Neel, Jr., MG, USA (Ret.)
Stephen V.A. Blizzard, M.D.
Robin E. Dodge, M.D.

Audie W. Davis, M.D., Manager, Aeromedical Certification Division, Civil Aeromedical Institute, FAA, received the Airline Medical
Directors' award at the Aerospace Medical Association meeting in Toronto. "Dr. Davis is well-known to all AME's, and has operated the FAA's
medical certification in Oklahoma City for more than three decades."

From left to right

Audie W. Davis, M.D.
C. John Hodgson, M.D.

U.S.A.'s Federal Air Surgeon Jon L. Jordan, M.D., J.D., was elected to a Fellow in the
Aerospace Medical Association. Dr. Jordan is a strong supporter of CAMA, and we are
pleased to see him receive this honor.

STILL MORE AGE 60 CONTROVERSY
As the Phoenix rose from the
ashes, so has the age 60 rule- come
up once more. Age 60 challenges
seem to have more lives than the
proverbial cat—at least nine and then
some. This time, a group of airline
and corporate pilots nearing or
slightly over age 60 have formed a
federation which continues to aggressively lobby for an age change.
They have been successful, at least
in part. The FAA scheduled a public
hearing in Washington on 23 June
to hear comments about the rule.
The latest resurrection is fueled
by an FAA contract study carried
out by Hilton Systems, a New
Jersey research group. It
concludes that it has not
found an increased accident rate among airline
pilots as they near age 60,
nor have they noted an increased accident rate among
private pilots flying beyond
age 60 to at least age 63. Unfortunately, there a number of unknowns and flaws which are not
apparent in the FAA study.
First, there is a dramatic change
taking place in airline cockpits. Until
recently, all common jet airliners
except Boeing 737's and McDonnell
Douglas DC-9' s wrere flown by three
man crews. If one crew member
made a mistake, there were two
others on board who could pick it
up. Now however, virtually all airliners from the short range jets to
the largest intercontinental 747's
are flown with only two cockpit
crew members. It's anyone's guess
what effect this may have on errors
in the cockpit. With one less person to cross check, will mistakes be
less likely to be recognized? Time
will tell, but it will probably take a
long period to determine if there is
an accident rate increase.
Accident rate data, particularly
among private pilots, are notoriously suspect. The reason is the
poor system for recording flight
time. While airline and military
pilots are reasonably accurate about
the amount of flying they do, other
civilian pilots generally are not. For

example, there is no requirement
for an ordinary private or commercial pilot to log his or her flight time
except to show recency of experience or to qualify for a higher rating. As a result, most simply take a
guess at their flying hours when
they take each periodic medical examination.
Aviation medical examiners are
well aware of this phenomenon.
Student pilots are seen prior to their
first solo with 10 hours or so of
flight time, all in the last six months.
Two years later, the same pilot,
now with a private certificate,
appears with a total
of 80 hours,
b u t

only 10
in the last
six months. Another two years
goes by, and our pilot now lists 160
hours, but only 10 in the last six
months. So it goes, and within four
or five years, our same pilot now
claims 1,000 hours of total flying
time, but only 10 in the last six
months. Thus, flying time estimates
can easily be off by a factor of two or
perhaps much more.
The problem is not a conscious
effort to deceive anyone. It is simply basic human nature to rate ourselves better or more experienced
than is really the case. For the most
part, this is a harmless enough problem. But, when one tries to make
critical aviation safety decisions
based on erroneous data, there may
be harm indeed.
The effect of flying time inaccuracies on accident rates is direct
and immediate. The numbers of
accidents are not too difficult to
determine. Crumpled aluminum or
worse is hard to ignore or miscount.
However, accident rates are generally based per 100,000 hours of
8

flight time. If the denominatorflying hours—is incorrect, so is the
accident rate. That is, if there is one
accident and the period in which
that accident happened is thought
tobelOO,000flyinghours, then the
rate is 1/100,000 hours. However,
if the actual amount of flying was
only 50,000 hours even though pilots estimated their flying time at
the higher figure, then the real rate
is 2/100,000 hours, or twice that
calculated. It is probable that human nature therefore has seriously
distorted official accident rates by
making them appear lower than is
actually the case.
There is also the question of exposure. Some years ago, the FAA
published a number of research reports dealing with aircraft accident
rates by pilot occupation. Physician-pilots were one target. The
FAA concluded that physicians had
twice as many accidents
per capita as other nonprofessional pilots. But,
they completely overlooked
the question of exposure.
It was true that physicians were
more likely to appear in the occupational accident statistics than other
pilots, but on the other hand, physicians flew much more than others. The average private pilot at
that time flew only about 12 hours
per year. Physicians however, averaged about 148 flight hours annually. Thus while a physician was
twice as likely to appear in the accident column compared with others
on a per capita basis, in fact physicians flew more than 12 times as
many hours each year. That is, they
had 12 times the exposure while
only twice the number of accidents.
Put another way, physicians were
six times less likely to have an accident per flying hour than were ordinary civilian pilots. Exposure
counts! After all, no one will ever
have an airplane accident if he or
she never goes near an airplane!
The exposure issue therefore
clouds the entire FAA accident rate
study. Accurate figures simply are
not available for the amount of fly-

continued from page 8

individuals per year. Thus, in the
five year period between 35-40, we
would expect 4 infarctions per thousand per year; in the five year period between 40-45, the incidence
is 23 and we would expect 8 cases
per thousand per year; between 4550, 24 with 16 per thousand per
year; between 50-55, 25 with 32 per
thousand per year; between 55-60,
26 with 64 per thousand per year;
between 60-65, 27 with 128 per
thousand per year; and between 6570, 28 with 256 per thousand per
year.
Exponential numbers obviously
mount up rapidly. Even though
there is a significant difference in

dence to be almost nil under age 40.
However, between 40-45, it was 2/
thousand/year;
between 45-50, it
ing performed by pilots in various
was
5/thousand/year;
between 50age groups. Yet such a basis is
55,11/thousand/year; between 55essential for an accurate accident
60,22/thousand/year, and between
rate comparison.
60-65,135/thousand/year. The proMoreover, it is probable that pijected rate for 65-70 was 328/thoulots 60 and over fly less than their
sand/year. Or in other words, only
younger colleagues. Thus their exstatistical exceptions would be on
posure is limited. It may also be that
flying status much beyond age 65.
older pilots no longer need to fly
The specter of in-flight incapaciunder difficult circumstances; i.e.
tation or death is a major concern.
in weather or at night, compared
At present, we average about 2 1/2
with their younger counterparts
in-flight deaths among airline pilots
who use aircraft for business travel
in the USA each year. Fortunately,
and are pressured to keep to schedthere is enough redundancy in the
ules.
aircraft/pilot system that we've not
All of the foregoing simply means
had fatal accidents
that we may be
as a result. Would
building concluthis continue to be
FLASH FLASH FLASH
sions on scientific
the case if we raise
feet of clay. Withthe age limit and
out accurate acciAs we go to press, CAMA has just learned the number of
dent rates, our subthat the proposed 23 June meeting has been deaths becomes 3,
sequent conclusions about age
postponed-perhaps for 90 days. Although 5,or perhaps even
more? Remember
and flying are
there has been no public announcement, that in up to 40%
guesses at best.
the grapevine has it that David Hinson, the of cases of acute
Fortunately, there
new FAA Administrator-Designate, wants to m y o c a r d i a l
are strictly medical observations study the issue and learn more about it personally before public infarction, the prewhich we can hearings are held. CAMA will continue to keep abreast of the issue. senting symptom
can be sudden
make.
death.
We know that
There is also a question of cogniyoung pilots represent a distinct the starting point; i.e. a low incipopulation segment. They are dence at young ages, the difference tive decrements. While there is
healthier than average, and while becomes vanishingly small at older some information about general cogthey do suffer from the same dis- ages. As we approach age 80 in the nitive decreases with age, there is
eases as the rest of us, the incidence above example, the incidence of little relating specifically to airline
at younger ages is lower. Unfortu- new infarctions mathematically pilots and the flying task. We do
nately, this does not remain the becomes 1024 per thousand per know that flying is more of an intelcase. In the aging population; i.e. year. Obviously we cannot have lectual than a psychomotor task.
50+, the incidence increases so that more cases than we have subjects, And we know that the overwhelmby 60 or 65, the incidence approxi- but it illustrates that most everyone ing majority of aircraft accidents
mates that of the general popula- has some degree of heart disease by are related to pilot decisions, reaction. In other words, medical prob- this age. Those who don't are sim- tion time, and so on rather than
lems among pilots catch up with ply statistical outliers. They are the simply mechanical or structural
increasing age. To borrow the lan- rare exceptions rather than the rule, problems with the aircraft.
The FAA Office of Aviation Mediguage of mathematicians, diseases and demonstrate only that life is not
rigidly
exact.
If
we
were
to
permit
cine
has some excellent research
of aging are an exponential funcairline
pilots
to
fly
to
this
age,
we'd
underway
do help answer these
tion. Let's see how that works.
be
betting
on
statistical
oddities—
questions,
but
it is not likely to be
Suppose that the incidence of
not
something
any
prudent
indicompleted
in
the
immediate future.
new cases of myocardial infarction
vidual
should
wish
to
do.
It will probably not be available in
is 2 per thousand per year among
There are some data available support or refute the latest chalindividuals between age 30 and 35.
Let's also suppose that the expo- which speak to the practical ques- lenge to the age 60 rule.
The age 60 question boils down
nent for Mi's in five year periods is tion. One major airline kept track
2; i.e. we have 22 or conventionally of cockpit crew permanent medi- to a question of risk. That is, how
stated, 2 X 2 new Mi's per thousand cal disabilities and found the incicontinued from page 13

AIRLINER CABIN AIR MISUNDERSTANDING SPREADS
The New York Times News Service recently circulated an article
about airliner cabin air flow. Widely
reprinted, the article demonstrates
a major lack of understanding about
basic physiology. As is too often
the case with "expose" articles, the
misperception spreads and becomes accepted as true. A few days
after the article appeared,
comic
lr ^Tk
Jay Leno of the Tonight Shew picked
it up and used it as the basis for a
joke in his evening mjonoldgue. As
has been said, "It tak^s 2 yfe,ars for
something new to get Into the medical literature. If it rjroves to bj
incorrect, it takes 20 y|ars to
back out!"
%_
Just what i
what
are the facts?
All jet airliners recirculle a fraction of their cabin air as do buildings, homes, cars and virtually every other indoor location where
people gather. Of course it takes1
energy to do that, so there is a cost
involved. The cost is related to how
much makeup air is added with
every pass. An air exchange rate is
the index used to describe thp
amount of makeup air added jff a
given time.
Older jet airliners had an air ex-,
change rate of 20 per h0ur. That, is ,
enough makeup aipwas addro4»o
that the cabin aiyAvas cprafrfetely
exchanged evel%3 mi£ties. With
jet fuel now ten timwas expensive
as it was when these older aircraft
were built, the exchange rate for
newer aircraft has been cut. The
rate is now about 10 per hour. In
other words, the air is completely
changed once every 6 minutes.
As a comparison, the exchange
rate in new airplanes is still twice
that recommended for office buildings. The normal turnover for a
good office system is 5 per hour, or
one complete exchange every 12
minutes. New energy-efficient
homes with good insulation and

weather stripping have exchanges
rates that are lower still. And many
late model cars have a 100% recirculation rate when the air conditioner is set on maximum—there is
no fresh air added other than what
leaks in or out through door and
window seals.
As a matter of fact, a 100% fresh
air supply would be impossible to
tolerate for any significant period of
time. The flow rate in a home or
office would create such a breeze
Jfaat papers wouldn't stay put on a
desk or table, and the air noise would
be unpleasant. About the only vehicle in which a 100% fresh aifL
supply is available is a convertible,
Few passengers would appreciate
riding in open cockpits once more.
ThewhoteittJ^understandingwas
compounded by Jeffrey R. Davis.
M.D., Medical Director of American
^llhQii was quoted

dants have complained.
The US air carrier industry carries
some 400 million plus passengers
each year. With that large number,
there are bound to be a few complaints about almost everything.
There has been no good epidemiological study to determine if a problem exists or not. If it does, it
cannot be really large or it would be
apparent given the number of passengers carried each year.
The problem is very difficult to
study. The average US passenger
flight is about 1 ,000 miles in length.
This means that the average passenger is on board about 2' hours.
Since complaints after a flight have
not been related to health before
that flight, such complaints may or
may not be flight-related. For example, imagine someone incubating a cold just prior to boarding.
en it becomes manifest following the flight, the passenger in all
>d will attribute it to the
woftld get in ano^e b
pugh the flight actually
crowded department
do with it.
led to Leno's joke related to
e case of flight attendants,
cutting down on the oxygen supworking conditions are inply. •
part' cuJ arl v hard to be
^^M^ophomore physiology major knows well that the oxygen fracThfere is a good
"fion is about 21% anywhere signifi- example in theTifeTature which ilcant numbers of people can gather, lustrates the point.
be it an office building, home, sports
In-flight smoking became a barstadium, or airline cabin, etc. Any gaining issue because of the deleteplace which uses ambient air for rious effects of side-stream smoke
the basic source will meet that fig- on health. Thereafter, several careure. Of course, the partial pressure ful studies of lengthy trans-Pacific
decreases with increasing altitude flights were carried out. They
as it does within a jet airliner cabin. showed that non-smoking flight atBut the supply is no different in tendants were exposed to the
spite of what the Times article said. equivalent of smoking less than one
If the article and the medical cigarette following a complete
director's comments are in error, is round trip from the west coast to
there a problem? And if so, what is the orient and back.
it?
It is certainly probable that a few
The answer is that we don't know. passengers have allergies or idioThere are anecdotal complaints syncratic reactions to cleaning mafrom some passengers about cabin terials and the plastics used in airair. Additionally, some flight atten- line cabins. Based on a population
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continued from page 5
of more than 400 million, it would
be surprising if some didn't. The
same should hold true for the
100,000+ professional flight attendants in the USA. To separate these
individual allergies from the effects
of the cabin air will take a very
carefully designed and executed
study. No such study is currently
under way. Indeed, few institutions have the capability to carry
out such research.
The big unknown is cabin air
contamination. To understand the
problem, it is necessary to understand something of the air conditioning and pressurization systems
of jet airliners.
All jet airliners today provide
cabin air by bleeding off air from
the jet engine compressor section.
It is very hot—perhaps 400 ~ F. From
the compressor, it goes through a

heat exchanger to cool it to a reasonable value. The cooler air is
ducted into the cabin as makeup
air. Cabin air is then recycled before it is exhausted to the outside
through a pressure controller valve.
The ambient air outside a cruising jet airliner is very high quality
air. There is little pollen, industrial
pollution, or much of anything else
but occasional water vapor and at
times a little ozone. That's the air
which is used to supply the cabin.
Moreover, any ozone, or any microbiological contamination will be
destroyed by the intense heating in
the engine compressor section.
Thus, the air which is supplied to
the cabin is as high quality as one
can find anywhere. There is virtually no contamination at all.
The source of contamination,
excluding cabin cleaning materials
etc., is in the cabin. To quote Pogo

Possum,"... they is us." Passengers
and their baggage supply the contaminants.
Fumes from after shave lotion, perfumes, sweat, halitosis, flatulence
and so on all come from the passengers themselves. And so do any
microbiological organisms. As we
all know, fomites as well as airborne microorganisms are sources
of infectious disease transmission.
And we all know, but sometimes
overlook the fact that regular hand:
washing is the best primary defense
of all against infectious disease transmission. Perhaps the airlines should
install hand-washing basins in the
seat backs? Then the air quality
issue might be minimized.
Better yet, if we could only figure out a way to eliminate the passengers....

CAMA BOARD MEETING AND LUNCHEON HELD IN CANADA
CAMA's semiannual Board of Directors Meeting was held in Toronto on the 24th of May. The meeting
agenda included financial reports, the president's report, and the executive vice-president's report. As
an organization, CAMA is in good financial health although total membership is below that desired and is
not growing as hoped. Extensive plans are underway to remedy this deficiency.
A. Duane Catterson, M.D. reported on the program plans for the annual meeting scheduled in
Oklahoma City from 14-17 October. He has an
excellent lineup of scientific speakers on tap,
plans for tours of the FAA's medical research laboratories, and arrangements for a
memorable social program. Several well
known national leaders are scheduled as featured speakers.
age 60 rule was hotly debated. In
The issue of CAMA's position on the
fact, the discussion required all the
remaining period, and there were a
number of items which had to be
postponed as time ran out. Presiavoid that problem at the next Board
dent Steve Blizzard has promised to
with the annual meeting. (CAMA
Meeting to be held in conjunction
members are reminded that Board
Meetings are open to any member
who wishes to attend.)
The US Federal Air Surgeon, Jon L. Jordan, M.D., J.D. was scheduled as the
featured speaker at the CAMA luncheon. Unfortunately, he fell victim to a severe case of
laryngitis over the prior weekend, and was
unable to speak at the Monday session. CAMA
Past-Presidents Bob Poole and Bob Wick filled in
at the last moment.
As an aside, CAMA Past President Silvio Finkelstein, M.D., Chief Medical Officer of the United Nation's
International Civil Aviation Organization (ICAO) was scheduled to deliver one of the two major addresses
at the Aerospace Medical Association's meeting at the same venue. Dr. Finkelstein unexpectedly became
ill just before the meeting and was unable to give his address. Canadian meetings seem risky for featured
speakers!
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ANSWERS AND DISCUSSION OF AEROMEDICAL
CERTIFICATION CASE PAGE 3
1. Do not issue a medical certificate based on the information you have at present.
While cancer patients can be medically certified, there is more to know about this
applicant before he flies.
2. It is too early to ask for more tests. First, let's find out what the urologist knows
and what tests have already been done.
^E
3. This is by far the best answer. Request the applicant to obtain all the information
"*"*"
which is available. Be sure he obtains reports from all physicians who've seen him as
well as those who treated him.
4. This is a red herring. His hearing is typical of older people-presbycusis as it is called—but it is well within
FAA limits. It has no bearing in this case.
5. There is not enough information available to arrive at this conclusion. The risk of metastasis is one factor
which the FAA considers. Time-limited certificates can be issued in cases like these to regularly check for
evidence of spread.
6. This additional information is certainly favorable, but the case is still incomplete. The FAA needs reports
which clearly delineate the extent of spread, if any.
7. This is needed information. It helps document the presence or absence of metastatic disease. (The
applicant in this case had a normal chest Xray with no evidence of disease.)
8. An audiogram is not needed in this case. As pointed out in the answer to question 4, this pilot's hearing
is satisfactory from the standpoint of the FAA. He probably has no difficulty at all in communication, although
it probably isn't worth spending a ton of money on a super new hi-fidelity set.
9. This is needed information as well. It further documents the presence or absence of distant disease. (In
this case, the bone scan was negative for tumor.)
10. This should be required. A pelvic CT scan can be helpful in demonstrating whether there is any cancer
to be seen. (This applicant's scan was negative for the presence of tumor.)
11. This is another red herring. Virtually all patients of this age require glasses at
least for reading. They find that they simply can't get along with out them. (Our pilot drives and plays golf
without glasses, but wouldn't even think of trying to read without them. With glasses available, he meets FAA
standards.)
12. Serum PSA levels will be required. While not infallible, if elevated, they suggest that microscopic tumor
cells are still present and functioning. Consequently, PSA values are a useful monitoring tool, and in conjunction
with other tests, may help to determine needed therapy. (This applicant's PSA values were well
below the upper limits considered normal.)
13- With what we know now, there is probably no need for chemotherapy. Consequently, there is no need
for an oncology consultation.
14. There is no need for an ENT physician to see this man. See answers 4 and 8.
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15. There is no need for an ophthalmologist to see the applicant about this application at least. On the other
hand, routine periodic checks for glaucoma and early retinal problems are not a bad idea for anyone over age
40.
16. His treating urologist has provided sufficient information for the FAA to act. There is no need for a second
consultation.
17. The radiotherapist's report is sufficient. Again, there is no need for an additional consultation.
Discussion of FAA policy
Applicants with non-pulmonary, non-CNS neoplastic disease can be considered for certification. As
expected, prostate cancers are among the most commonly seen among older male pilot-applicants. Most with
no evidence of metastatic disease can be certified once treatment has been completed. Prophylactic estrogens,
antiandrogens, and LHRH analogues may be acceptable. Periodic status reports at intervals of six or twelve
months are normally required.
Applicants with evidence of metastatic disease are more problematical, but some have been certified for
three month intervals.
FAA Decision
This applicant was certified for a six month period with a warning about changes in his condition, or the
need for medication. He was required to provide followup reports from his treating physician at six month
intervals.
(Thanks to Dr. S. L. Carpenter for the case on which this exercise was based.)

continued from page 9

much risk is reasonable? We presently have what appears to be an
acceptable degree of risk with the
current age 60 policy. If we raise
the airline pilot retirement age to,
say 62, we are moving higher on the
exponential aging disease curve. It
boils down to a fundamental decision which is not medical at all. It is
a question of public policy and how
much risk is acceptable for airline
travelers.
The European Community is
moving toward an age 65 limit for
airline pilots, although a few still
require retirement at 55, and the
UK will not permit two pilots
over 60 to share the same cockpit. Ironically, the only known
major scheduled passenger jet
crash in the western world because of a pilot incapacitation
occurred in the UK some years
ago. There have been a number
of very close calls in this country,
but the only known major acci-

dent in the USA happened at
Burbank California, also some
years ago. A freighter crashed,
apparently because the pilot suffered a heart attack during the
final approach. All aboard plus
one person on the ground were
killed.
There are several other considerations involved. Some airline pilots have a strong sense of
denial. They simply do not want
to acknowledge that they are getting older. Others have financial
constraints which dictate their
desire to stay on flying status.
However many—perhaps mostare privately satisfied to retire at
age 60. They've had enough
nights away from home in one
dull hotel or motel after another.
But all are concerned about retirement finances. They obviously
do not want their pensions curtailed if raising the retirement age
will have that effect. A pension
cut will provide a strong incentive for them to continue flying,
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and most will. Financial retirement incentives are not medical
matters either.
The CAMA Board of Directors
deliberated the question of
CAMA's position at the Board of
Directors' meeting held in Toronto in May. Ultimately, they
concluded that since the questions associated with changing
the age 60 rule are not primarily
medical in nature, CAMA should
remain neutral. Board member
D. Owen Coons, M.D., who
planned to attend the FAA's June
meeting on the subject, was authorized by the Board to make
exactly that statement on behalf
of CAMA.
Watch these pages for the
latest developments....

MEETING SCHEDULES
MR. DOUGLAS R. BURNETT,
AAM-400

ANNUAL CAMA

AEROMEDICAL

MEETING DATES

EDUCATION DIVISION

FLYING PHYSICIANS
ASSOCIATION, INC.
For meeting information contact
816-763-9336

P.O. BOX 25082
Oklahoma City, OK USA Oct 14-17,1993

OKLAHOMA CITY, OK 73125

Phoenix, AZ, USA ..Sept. 7-11, 1994

(405) 954-4830 / 6214

San Antonio, TX USA

1995

Europe

1996

MEETINGS OF INTEREST

Tampa, FL, USA

1997

TO CAMA MEMBERS

CAMA will publish specific information when details are available.

39th Annual Meeting
Doubletree Hotel, Fisherman's Wharf,
Monterey, CA

41st International Congress of Aviation
& Space Medicine

Category 1 CME credits offered.
July 11-16, 1993

Western Chapter
Blackford Memoral Lectures

Hamburg, Germany Sept. 12-16, 1993

Denison, TX
September 2 - 6, 1993

FAA AVIATION
MEDICAL EXAMINER (AME)
SEMINAR SCHEDULES

42nd International Congress of Aviation
& Space Medicine

Northwast Chapter

New Delhi, India

Sept. 26-29, 1994

Tidewater Inn
Easton, MD

Austin, TX

July 15-18,1993

65th Annual Aerospace Medical

Pittsburgh, PA...July 29-Aug. 1, 1993

Association Meeting

Portland, OR

San Antonio, Texas

Aug. 19-22,1993

Oklahoma City.Aug. 30-Sept. 3, 1993
Lexington, KY

Sept. 23-26, 1993

Convention Center

September 16 - 19, 1993

Great Lakes Chapter
May 8-12, 1994

For more information on the AsMA
meeting, contact:

Crown Sterling Suites
Minneapolis, MN
September 30 - October 2, 1993

For more information, contact your

RUSSELL RAYMAN, M.D.

Regional Flight Surgeon or:

ASMA
320 S. HENRY STREET
ALEXANDRIA, VA 22314
(703) 739-2240
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Dixie Chapter
La Mansion del Rio Hotel
San Antonio, TX
October 7 - 10, 1993

WECOME NEW CAMA MEMBERS * • • * * • • » •

CAMA ANNUAL
MEETING IN
OKLAHOMA
CITY, OKLA.

OCTOBER 14 -17, 1993
LOOK FOR MEETING REGISTRATION FORM AND
AGENDA
IN YOUR MAIL IN THE NEXT
THREE WEEKS.
EARLY REGISTRATION WILL
SAVE YOU - - $

Brendan D, Adams, M.D.
206 1010 1st Avenue N.E.
Calgary, AL T2E 7W7 CANADA

A. Puskas,J.D.,M.D.
1 LaVista Verde
Rancho Palos Verdes, CA 90274

Julio A. Ribero, M.D.
Jan W.L. Allaart, M.D.
Tamanaco Straat 36
Junta Medica Aeronautica
Curacao, NETHERLAND ANTILLES Caracas, 1010, VENEZUELA
Luis F. Arce-Rodriguez, M.D.
AV2 Calley St. Domingo
Heredid, COSTA RICA 2-3100

Melchor J. Antunano, M.D.
Aeromedical Education Division,
AAM-400
Civil Aeromedical Institute
P.O. Box 25082
Oklahoma City, Ok 73125

Tosapol Sanganetra, M.D.
Institute of Aviation Medicine
Bangkok, THAILAND 10220

Michael L. Brown, M.D.
9900 Airport Way
Snohomish, WA 98290

Henry S. Swiontek, M.D.
15 Brighton Lane
Oak Brook, IL 60521

Jose R. Gomez-Mancebo, M.D.
ASC Medica Clinica El Avila
POBA International N 635
P.O. Box 02-5255
Caracasm VENEZUELA

Christopher S. Taylor, M.D.
Deputy Regional Flight Surgeon
Federal Aviation Administration
1601 Lind Avenue, S.W.
Renton, WA 98055-4056

* • • » • • » • • » • • » • • * • • » • • »

Quality is FREE
It"s the lack of quality that is
costly
•»••»••»••»••)••»••»••)

Ignorance doesn't kill you it
just makes you sweat a lot.

J.J.Jumbe, M.D.
P.O. Box 71856
Ndola, ZAMBIA

Andreas M. Timothy, M.D.
19 Louki Akrita Aavenue
Nicosia, CYPRUS

Edward T. Marcoski, M.D., P.C.
1323 Memorial Drive, Suite 114
LaGrange, IL 60525

Vitoria Voge, M.D.
R.R. #3 Box 73
Gonsales, TX 78629-9403

Kamal K. Nigam
901 South Ashland Avenue, Apt. 808
Chicago, IL 60607-4057

CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK 73123-3864
(405) 840-0199 FAX (405) 848-1053
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PLEASE PASS ON TO SOMEONE WHO SHOULD BE A
MEMBER OF THE CIVIL AVIATION MEDICAL ASSOCIATION.
PURPOSE:
"To provide civil aviation physicians with education, representation to government, and a voice within the industry and the
public."
OBJECTIVES:
»•* To promote the best methodology for assessment of the mental and physical requirements for civil aviation pilots.
»J» To actively enlarge our scientific knowledge.
*«* To advocate, through continuing education, both basic and advanced civil aeromedical knowledge.
»«» To promote professional fellowship among our colleagues from allied scientific disciplines.
««» To bind together all civil aviation medical examiners into an effective, active medical body to promote aviation
safety for the good of the public.

MEMBERSHIP APPLICATION
REPRESENTATION

EDUCATION

• COMMUNICATION

CIVIL AVIATION MEDICAL ASSOCIATION
P.O. BOX 23864
OKLAHOMA CITY, OKLAHOMA 73123-3864

Aviation Medical Examiner

Yes

No
SPECIALTY

NAME.
ADDRESS.

STATE

CITY

FAX

PHONE
Professional Society Memberships _

CHECK ENCLOSED ($80.00 U.S. Dollars).
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